Merrifield, Hill and Smith (1967) calculated the total work rate, at a minute volume of 8 litres, as 22 kg/minute, a figure comparable with that found for a circle absorber. It is by several fold within the acceptable maximum suggested by Cooper (1961) The same authors showed minor changes in concentration under circumstances of high ambient temperature and humidity, but felt that these were acceptable.
Marshall and Grange (1966) and others have demonstrated that oxygen saturation in patients anaesthetised with air as the vehicle is only marginally permissible. On Lhis basis an oxygen increment seems wise, and it is the author's practice to maintain a supplemental flow of 2 litres/minute.
In this series there were 60 male and 40 female patients, varying in age between 4 and 59 years, with a mean of 25 years. Weight varied between 24 and 233 pounds, with a mean for males of 141 and for females of 121 pounds. All patients breathed spontaneously. cent of patients were recorded at the time of induction as having been adequately sedated by their premedication, the remainder as overtly anxious to a greater or lesser extent.
Induction was by 2 per cent thiopentone via a i inch 25 gauge needle, leading of necessity to a slower induction. The mean dose per pound was 2.0 mg for men and 1.6 for women, but the range was wide. Table III shows the mean concentration of halothane at each minute from the - 2 start of thiopentone induction. By ten minutes the mean concentration was nearer 1 than 1.5 per cent, and in fact 11 patients were by then receiving less than 1 per cent. The mean final concentration of halothane achieved in the first 25 patients anaethetised was 1.4 per cent, falling to 1.0 per cent in the second 25, 0.9 per cent in the third and 0.8 per cent in the fourth, showing that increased familiarity permitted lower mean concentrations towards the end of the series. Table IV shows the effect of inadequate premedication on the subsequent anaes- thetic progress. Dundee, Moore and Nicholl (1962) divided progress into grade 1 (uneventful), grade 2a (slight upset not interfering with anaesthesia), grade 2b (moderate upset interfering with anaesthesia) and grade 3 (patient unmanageable or mher severe side effects). On this basis 8 patients were graded 2a and 16 were graded 2b. Table IV indicates the probable cause for many of the upsets-namely inadequate premedication. Table V compares the incidence of vomiting (taken to include nausea) in this series with that in a series of comparable size taken at random from the author's records where the vehicle for the halothane was nitrous oxide/oxygen. Dent, Ramachandra and Stephen (1955) produced from a large series of varying anaesthetic techniques an incidence of emesis of 27.2 per cent, while Burtles and Peckett (1957) gave a figure of 32 per cent from a series of similar size. Knapp and Beecher (1956) found an incidence of over 80 per cent using ether in nitrous oxide/ oxygen, while Holmes (1965) found one of 35 per cent using ether in air. The latter author, among others, incriminated nitrous oxide and the results of Table V point to the same conclusion.
Conclusion
The Haloxair apparatus is easy to use and has a wide application in surgery of relatively short duration, the incidence of upset during the anaesthetic being largely determined by the adequacy of premedication. Vomiting and nausea have a low incidence compared with other forms of anaesthesia.
